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Accommodating Mistakes? 

I cdnuolt blveiee taht I cluod aulaclty uesdnatnrd waht I was redanig. The  

phaonmneal pweor of the hmuan mnid.  Aoccdrnig to rscheearch at Cmabrigde  

Uinervtisy, itd eosn't mttaer in waht oredr the ltteers in a wrod are, the  

olny iprmoatnt tihng is taht the frist and lsat ltteer be in the rghit  

pclae. The rset can be a taotl mses and you can sitll raed it wouthit a  

porbelm. Tihs is bcuseae the huamn mnid deos not raed ervey lteter by  

istlef, but the wrod as a wlohe. Amzanig huh? yaeh and I awlyas thought  

slpeling was ipmorantt!  

CF Hughes 21 March 2012 

 



CF Hughes   29th February 2012 
 

Safe Driving - NSW 

(435)  
376 



Mission 

• To build confidence in health care by making it 
demonstrably better and safer for patients 
and a more rewarding workplace 



The Role of the CEC 

• To promote best practice systems for clinical quality and patient safety. 

• To support Area Health Services in the implementation of their clinical systems 

• To monitor the state of clinical quality and patient safety in the NSW Health system 

• To provide education and training for clinicians, consumers and health managers on the 

implementation of clinical quality systems 

• To provide advice to the Minister on matters relating to clinical quality and patient safety. 
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Clinical Governance: 

"A framework through which … organisations are 

accountable for continually improving the quality of their 

services and safeguarding high standards of care by 

creating an environment in which excellence in clinical 

care will flourish." (Scally and Donaldson, 1998) 
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Call to Action 

• To ensure that patient safety and quality 
care are at the heart of what you do 

• To lead a quality and safety culture and 
empower and support clinical teams to 
deliver care of the highest possible standard 
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Will you take these challenges? 
Can you demonstrate in the next 3 months that 
you: 

• Spend more than 25% of the Board’s meeting 
time on quality 

• Make quality the first item on the agenda 

• Routinely hear first hand patient stories of care 
that occurred at the organisation 

• Set a broad spectrum of patient safety targets 
to monitor 
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IIMS enthusiasm 
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The CEC 
A resource for improvement 
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From the Beach to the Bed: 
 Lessons for the recognition and     

 management of the deteriorating patient 

 

Professor Cliff Hughes AO   

Clinical Excellence Commission   
21 March 2012 



Missed opportunities to:  

•  prevent 

•  recognise 

•  escalate 

•  respond 

 

 

The Problem 
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Reliability of Observation 
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Adult Chart 



Maternity 



Maternity- front and back pages 



Paediatric Charts- front and back pages 



Paediatrics- Neonatal /Under 30 days 
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NSW Central Line Associated 

Bacteraemia – ICU Project 

AR Burrell, M-L McLaws, A Pantle, M Murgo, E Calabria 



Guideline and checklist 



Results 

• Data on 10,890 line insertions 

• Concurrent incident review: 

– Retained/lost guidewires 

– Arterial puncture 

– Multiple passes 

– Inadequately secured lines 

– Inadequate position check prior to use 

– Lack of access to ultrasound equipment 

– Policy breaches 

• Training & supervision common themes 

• Safety Alert for guidewires issued 

• Training framework developed 

 



Checklist Compliance: 

Competency assessed 48.3% (22.9% no, 28.8% missing)  

Hat, mask, eyewear 79.9% 

Hands washed 2 mins 91.6% 

Sterile gown/gloves 95.9% 

Alcoholic chlorhexidine prep allowed to 

dry 

95.8% 

Entire patient draped 93.4% 

Sterile technique maintained 95.6% 

No multiple passes 80.9% 

Confirm position radiologically 74.3% 

Other method to confirm placement 43.6% (44.7% no, 11.7% missing) 



Impact of compliance 

• Non compliance with the ‘clinician bundle’:   

– relative risk of CLAB was RR 1.62 (95% CI 1.1-2.4, p=0.0178) 

– For central lines RR 1.99 (95% CI 1.2-3.2 , p=0.0037) 

– For PICC RR 5.08 (95% CI 1.03-25 , p=0.059) 

– Dialysis catheters – no difference 

• If compliant with both ‘clinician bundle’ and ‘patient bundle’ then 
–  risk of CLAB was RR 0.6 (95%CI 0.4-0.9, p=0.0103) 

 

 



 
NSW Blood Budget 2008-2009 

• NSW's  total projected Blood Budget for 

the year 08-09 was $257,519,200   

– made up as follows: 

–State contribution (37%) $95,282,113 

–Commonwealth contribution (63%) $162,237,087 



 
Relative Use Database 
Metropolitan Hospitals 

Proportion of red cell transfusions ocurring in metropolitan 

teaching hospitals which are either above or below the state 

average (2005-2006) 

(calculated as casemix adjusted relative use index: source data CEC red 

cell data linkage project NSW) 
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Red Cell Audit Results 2007 

• 12.7%  anaemic & had surgery with Hb’s under 105g/L 

 

• 4% received transfusion with Hb’s over 100g/L 

 

• 95% had post-op transfusion with Hb’s over 70g/L 

 

• Standard dose 2 units 

 



 
 
Blood Myths & the Evidence 



Overall % of Reduction in Red Cell usage in 
NSW Teaching Hospitals for in Patients 
2007-2008 

2006-2007 

performance 

 

Teaching Hospital 
% improvement by hospital  

to previous year* 

Highest 

Relative use 

A -19% 

B -24% 

Intermediate C -5% 

D 2% 

E 2% 

Lowest F -14% 

G -8% 

*Overall hospital activity increased during 2007 -2008  



•  overall 10% reduction in-patient red cell usage between 2005- 

2007. 

• This figure is an underestimate due to only hospital overnight 

admissions being included,  

• 9168 units were saved.  

• Equates to a direct product cost of  approximately $2,383,855 

savings across the State (based on AUD$260 per unit). This figure 

is inclusive of Commonwealth Government’s 63% contribution to 

the States blood budget.  



  www.thetransfusionquestion.com.au 
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Speeding 
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NSW Statistics 



Broken Windows! 

1. The Bronx 
10 minutes 
 24 hours 

2. Palo Alto 
1 week 

3. Add a sledge hammer! 
Minutes 
 a few hours! 

*Zimbardo cited in Wilson JQ Kelling GL CF Hughes: 21 March 2012 
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Fig. 1. 
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 K.  Keizer et al.,  Science  322, 1681 -1685 (2008)     

Fig. 2. 



The CEC Quality results 

10% reduction in inappropriate use 
 of blood products 

$2.3 million saving in direct product cost 

60% reduction in central line associated 
bacteraemias in ICU 

5 to 8 lives saved 

$2.4 million saving of additional costs 
associated with the infection 

Over 150 clinical improvement projects 
were undertaken by the 2009 cohort 
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• “You must be the change you 
wish to see in the world” 

• Mahatma Ghandi 

Leadership setting the tone 
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